Introduction: Australia is a country with a relatively small rural population dispersed over an enormous area. Issues similar to how best to deliver health services and recruit health professionals to rural areas exist in other countries. For professional and lifestyle reasons, most specialist doctors (including emergency medicine specialists), choose to live and work in major metropolitan centres. Outside the major Australian cities, most presentations to emergency departments are dealt with by 'nonspecialist' doctors, often with limited specialist back up. Recruitment of suitably trained medical staff is increasingly difficult.
Introduction
While the number of specialist emergency physicians in Australia is increasing, most of these doctors practise in large tertiary hospitals. Australian Medical Workforce Advisory Committee (AMWAC) figures indicate that only 2.5% of emergency specialists practise in rural and regional areas where 28.7% of the population live -a lower proportion than for most other specialties 1 .
Most of the presentations to emergency departments (EDs) in rural and regional Australia are dealt with by doctors other than emergency specialists. The number of these 'nonspecialist' practitioners in the emergency medicine (EM) workforce is largely unknown. Many are overseas trained doctors (OTDs) or short term locums recruited to 'areas of need'. The knowledge, skills, qualifications and experience of these doctors vary enormously. The loss of older, highly skilled procedural doctors from rural areas is a matter of concern in all disciplines 2 .
Dealing with medical emergencies is frequently identified by rural doctors as an area of concern due to low caseloads, lack of resources, lack of familiarity with current practices and lack of close support from referral hospitals [3] [4] [5] . Lack of confidence in dealing with emergencies is also a deterrent to young doctors taking up salaried positions in rural practices and hospitals 6 . A recent study into training prevocational doctors across Australia found only a minority felt adequately prepared for dealing with clinical emergencies 7 .
The challenge is to ensure those medical practitioners in rural and regional areas have the necessary knowledge, skills and support services to safely deliver an acceptable standard of care to the population they serve.
The aim of this study was to undertake a more detailed investigation of the non-specialist EM doctors, as well as to examine ideas and strategies to secure a more highly trained workforce.
Methods

Ethics approval
Ethics approval for this research was sought and obtained from the Human Research Ethics Committee (Tasmania)
Network. 
Methodology process
Results
Postal survey of emergency department doctors
A total of 340 survey forms were distributed to 57 rural and regional hospitals, and 230 surveys were returned: a response rate of 68%.
Training and qualifications:
Just over half (55%) of the respondents had received their basic training in Australia or New Zealand (Fig 1) . While most of those trained overseas had completed the Australian Medical Council examination and were eligible for full registration, a significant proportion had not, and were practising with some form of limited or conditional registration.
Just over one-third (35%) of the respondents held a 'relevant' fellowship diploma for the position occupied (Fig 2) . In all, 58 doctors were Fellows of the Royal Of concern is the 27% of respondents who held no relevant fellowship nor any relevant certificate in EM. While the relevance of any particular qualification is debatable, and it can be argued that knowledge and skills can be acquired by 'on-the-job' training, the successful completion of such qualifications demonstrates a commitment to maintaining and advancing knowledge.
Of similar concern was the finding that less than half the respondents participated in any formal continuing medical education (CME) or maintenance of professional standards (MOPS) program.
Previous rural experience: 23% of those surveyed had no prior rural experience before coming to their existing job (Fig 3) . The figure was slightly higher for OTDs (29%) coming to work in the relatively unsupervised rural environment.
Of great interest was the finding that 39% of respondents had moved to their current position from a similar rural EM position. The high numbers suggest a significant degree of instability or dissatisfaction with many in the workforce on the move seeking a greater degree of personal and professional satisfaction. Other issues such as pay and conditions, work environment, administrative support and hospital resources were variably rated as positive or negative features. These issues appeared to reflect more the individual hospital rather than the overall profession.
Compatibility with family life also featured as both a positive and negative factor. On the one hand, many doctors (33%) found it attractive to be able to work a predictable shift and leave the 'office' without any responsibilities until the next shift. On the other hand, 26% cited this as a negative factor due to the effect on their family of having to work unsociable hours.
There were numerous other negative factors but no one outstanding issue. Most respondents listed multiple negative aspects of the job. These included:
• medical staffing levels
• demanding work load
• excessive working hours
• difficulty accessing educational activities
• fear of litigation
• access block
• lack of peer support Future employment and training: While one-third of respondents reported no intention to change their current situation, the majority indicated they were likely to substantially change their situation (Fig 4) . For many, this included moving to another hospital or clinical area, reducing their hours of work, reducing involvement in emergency medicine, or leaving the workforce altogether.
Only 6% had an intention to increase their involvement in EM. This adds further to the impression that the current workforce has a significant degree of instability and uncertainty for the future. 
Interviews and consultations
Interviews were conducted with 53 educators, administrators and employers. The majority (67%) were from Australia and the remainder from Canada and New Zealand. While 73%
were clinicians, all interviewees had significant involvement in EM recruitment or education. More than half of those interviewed had worked in another country during some part of their professional career.
There were several consistent themes on workforce issues identified in these interviews:
1. There is a major shortage of suitably trained and experienced doctors to meet the current needs of rural and regional EM. Suggested strategies included:
• expanded general practice/family medicine curricula
• university based courses
• distance education modules
• alternative pathways to specialist qualifications
• recognition of overseas EM qualifications
• expanded short course training 'Radical' solutions 38%
More OTDs 10%
More GPs 30%
More specialists 22% 
Role of other health professionals
The Productivity Commission report also recommended that 
Recommendations
• A specific Australian postgraduate qualification in EM should be developed that meets the needs of doctors who wish to practise outside major city institutions.
• The delivery of teaching and clinical experience for such a qualification would, as far as possible, be located in those institutions and communities that already have a strong rural/regional focus and commitment to medical education.
• Such a qualification should be recognised as a legitimate career path of higher training within the field of EM and be rewarded with competitive remuneration and employment conditions to ensure it remains an attractive option for EM practitioners.
